India's National Health Insurance Scheme, Rashtriya Swasthya Bima Yojana (RSBY), expands health services to families living below the poverty line by enrolling them into the scheme through selected health facilities. Use and reasons for nonuse of RSBY for family planning (FP) and reproductive health (RH) services have not been explored previously. This cross-sectional study explored the use of RSBY for FP/RH services at private health facilities, knowledge of FP/RH service availability, and factors influencing knowledge among RSBY enrolled families. A total of 726 women and 640 men from enrolled families living in 3 cities of Uttar Pradesh, India, were interviewed. Use of FP/RH services at private hospitals enrolled in the RSBY was 2%. Nearly 20% of respondents used FP or delivery services from unenrolled private hospitals but could have accessed these services through the scheme.
Over 75% of respondents were unaware of FP/RH service availability through RSBY. Respondents with some education were more likely to have this knowledge, while poorer families were less likely to have this knowledge. Findings suggest that for RSBY to reach the most vulnerable families, efforts need to be made to better educate enrolled families about their entitlements and benefits of the scheme.
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| INTRODUCTION
Maximizing the demand satisfied for family planning (FP) and reproductive health (RH) services requires optimum utilization of all health sectors: the public sector, the private nonprofit sector, and the private commercial sector. 1 In India, the public sector and nonprofit private sector subsidize and offer greater access to FP/RH services. However, use of the commercial private sector for FP/RH services is inequitable, 2 in large part because of cost. For example, the average cost of delivery in public facilities is INR 2175 (US $32) compared with INR 7054 (US $105) in private facilities. 2 Enabling equal access to all health sectors for all people would contribute to achieving universal access for FP/RH services.
The Government of India launched its National Health Insurance Scheme, Rashtriya Swasthya Bima Yojana (RSBY), in 2008 to improve access to health services, including FP/RH services, for families living below the poverty line (BPL). This scheme is intended to cover those families by providing them access, including through the private sector, to a prespecified package of health and FP/RH services. In this scheme, the government pays the premium while BPL families pay an annual enrollment charge of INR 30 (US $0.45).
Implementation of RSBY involves 4 stakeholders-the government, insurance companies, empanelled hospitals, and enrolled families-and includes 6 operational pathways ( Figure 1 ). This study was conducted in Uttar Pradesh (UP), India, where the state government implements RSBY through the State Agency for Comprehensive Health Insurance. State Agency for Comprehensive Health Insurance engages the insurance companies (Pathway 1) and empanels participating hospitals (Pathway 2) on an annual basis. The insurance companies are responsible for enrolling BPL families into the scheme (Pathway 3). The enrolled families received an RSBY identity card, which they show at the time of admission at the hospital for health services. The state nodal agency also invites applications from hospitals to participate in the scheme. The Government has set criteria for hospitals to participate into the insurance scheme as service providers. 3 Selected hospitals enter into a service agreement with the insurance companies for the scheme as "empanelled hospitals." Members of enrolled families can seek health care at empanelled hospitals; a hospital provides services upon verifying client's records by using the RSBY card (Pathway 4). After providing a service, the hospital sends an invoice to the insurance company to recover the expenses of the service (Pathway 5) and the insurance company reimburses the hospital (Pathway 6). State Agency for Comprehensive Health Insurance also maintains a toll-free-number (RSBY helpline) for enrolled families to express complaints and grievances related to the scheme. A detailed description of the operational pathway of RSBY is available elsewhere. 4 Although RSBY has been in place for more than 8 years, enrollment and utilization rates across India are generally low, as is awareness about the scheme and its benefits among enrolled families and potential RSBY clients. 12 UP has a high unmet need for FP (18%), low modern contraceptive use (32%), 13 and high maternal mortality ratio (285 per 100,000 live births).
14 Findings from this study will help identify the characteristics of enrolled families who are unaware of FP/RH services and support increased awareness among enrolled families about the availability of FP/RH entitlements and services in the private sector under RSBY, which will in turn improve use of the scheme for FP/RH services.
| METHODS
This cross-sectional study was conducted among families enrolled in RSBY in 3 cities in UP, India: Allahabad, Kanpur, and Lucknow. Uttar Pradesh is the largest and most populous state and is classified as high focus state under the National Health Mission of the Government of India. 15 From the 6 cities in UP with a population over 1 million, the 3 cities with the greatest number of BPL families were selected as study sites. 16 From 51 slums in the 3 cities, the survey team listed 1022 enrolled families with at least 1 eligible woman (married and between the ages of 18 and 35 years). We interviewed 726 eligible women who were available and agreed to participate in the study. If more than 1 eligible woman from an RSBY family was available and agreed to take part in the survey, 1 woman was randomly selected using a lottery method. We also interviewed 640 men from the listed households who were available and agreed to participate in the survey. After an eligible woman in the household participated in the survey, we asked to interview her husband. If the husband was unavailable, we interviewed the male head of the household.
When neither the husband nor male household head was available, we interviewed any available adult male from the household who was 18 years or older. In total, 726 women and 640 men were interviewed from 810 households.
Data were collected on background information of the household members, household assets, knowledge of RSBY services and entitlements, current contraceptive use, and recent use of FP/RH services in general and from RSBY empanelled private facilities specifically. The data were collected by using 3 data collection tools, which were translated to Hindi. All schedules were field tested in a small sample of 10 households in 1 of the 3 cities before being finalized. The data were collected on mini-laptops by using a program developed with CS-Pro software. The research team led a 1-week training for investigators that covered the aim and objectives of the study, practicing data collection by using mini-laptops, and informed consent and ethical research procedures.
The data were collected between September and October 2015. Female investigators interviewed female respondents and male investigators interviewed the men, using their respective data collection tools. Household information was mostly collected from men, but when men were not available, it was collected from the eligible woman in the family.
Data from all the mini-laptops were downloaded to the research coordinator's computer and compiled into databases for households, women, and men. The data were carefully reviewed for possible errors, such as duplication while downloading. The data with unique codes assigned to each participant were stored on the researcher's password-protected office computer. The text responses for "other (specify)" options were examined and recoded.
Data inconsistencies and validity were checked by the research team.
| Data analysis
Univariate analyses were run for respondents' background characteristics, use of services, knowledge of the availability of FP/RH services available in RSBY, knowledge of availability of RSBY services at empanelled hospitals, and knowledge about RSBY empanelled hospitals. Wealth index scores for study enrolled families were calculated from household assets data by using principal component analysis. Further, the wealth index scores were divided into 3 equal groups by using tercile scores: "low," "middle," and "high."
Multivariate logistic regression analyses were carried out to examine the association between respondents' knowledge and their background characteristics. In total, 3 multivariate logistic regression models were calculated;
the dependent variables for all 3 models were binary variables.
In the first analysis, the dependent variable was "having or not having knowledge about availability of FP/RH services in RSBY." In the survey, the respondents were asked to list the FP/RH services available under RSBY. If the respondent mentioned any of the FP/RH services offered under RSBY-FP services (female and male sterilization and intrauterine contraceptive device insertion), delivery services (normal, assisted, or cesarean delivery), any postabortion services, or any services related to pregnancy complication, the dependent variable was coded as "1."
Otherwise, the dependent variable was coded as "0."
In the second analysis, the respondents' knowledge of the RSBY empanelled health facilities was coded as a binary dependent variable. In the survey, the respondents were asked about what type of facilities could provide health services under RSBY. If the respondents answered that the facility needs to be empanelled to provide any service under RSBY, the dependent variable was coded as "1." All wrong answers or "don't know" responses were coded as "0."
In the third analysis, whether a respondent has "knowledge about access to RSBY facilities or not," was coded as a binary dependent variable. In the survey, the respondents were asked 3 questions related to access to RSBY health facilities: whether the respondent received the list of empanelled hospitals during enrollment, whether the respondent knew the distance to the nearest empanelled hospital, and whether the respondent knew the time it might take to reach the nearest hospital. If the respondents answered "yes" to the first question and s/he knew either distance to or time it might take to reach the nearest empanelled hospital, that respondent's knowledge for access was coded as "1." Otherwise, the variable was coded as "0."
In all 3 logistic regression analyses, background characteristics like age, caste, religion, education status, and wealth index were taken as independent variables. These analyses were carried out separately for women and men. All analyses were done by using SPSS, version 18.
| Ethical consideration
The Institutional Review Board of the Population Council reviewed the study protocol, study tools, informed consent forms, and the process of maintaining confidentiality for ethical considerations. The study received approval from Institutional Review Board on 22 October, 2014.
3 | RESULTS Table 1 shows the background characteristics of study respondents. Most of the women (71%) were between 25 and 34 years of age, while 56% of men were older than 55. The caste composition of the respondents showed that about 40% of respondents belonged to scheduled castes or scheduled tribes,* about 43% of female respondents and 42% of male respondents were from "other backward classes" † families, and less than 20% of respondents were of general or unreserved caste. Nearly 80% of female and male respondents were Hindus. More than 40% of women were illiterate, while about 12% had attained higher-secondary education. About 32% of men were illiterate and about 29% had higher-secondary or above level of education. About 33% of female respondents and 34% of male respondents belonged to the poorest of poor households. About half of the women (50%) and 84% of men owned a mobile phone, but reading or sending text messages was not very common among men or women. Knowledge of the availability of FP/RH services under RSBY among women and men in families enrolled in RSBY is shown in Table 3 . Spontaneous responses were recorded first, while responses not initially mentioned by respondents were then asked individually by using prompts. Table 3 Calculated from household assets data. Wealth index is based on the following 30 assets and housing characteristics: type of house; drinking water source; type of toilet facility; cooking fuel; source of lighting; household electrification; and ownership of a mattress, a pressure cooker, a chair, a cot/bed, a table, an electric fan, a radio/transistor, a black and white television, a color television, a sewing machine, a mobile telephone, any other telephone, a computer, a refrigerator, a watch or clock, a bicycle, a motorcycle or scooter, an animal-drawn cart, a car, a water pump, a thresher, and a tractor. workers (government frontline health workers), personnel working with nongovernment organizations, health providers, and from mass media like radio, newspaper, or television.
About 20% of women and 33% of men knew that RSBY services could be availed in empanelled private hospitals.
About 70% of women and over half of men (57%) either did not know of any health facilities that accept RSBY or named health facilities which were not supported under the scheme. Table 3 also shows several issues that influenced access to RSBY health services, including whether the respondents received a list of empanelled hospitals at the time of enrollment. About 29% of both women and men reported that the list of the empanelled hospitals was given to them at the time of enrollment. Only 12% of women and 8% of men, however, reported that the list was available (ie, that they knew where it was in their house). A little less than 30% of women knew how far the nearest empanelled hospital was, and about 34% of women knew how long it would take to get to that hospital. But more than 87% of men knew both the distance and the travel time to the nearest empanelled private hospital. Very few respondents overall (17% of women and 8% of men) knew about the RSBY helpline. nificantly lower knowledge (OR 0.6, 95% CI 0.4-0.9) compared with men of "middle" wealth index. Table 5 shows the association of knowledge of the availability of RSBY services at empanelled health facilities among women and men of enrolled families with selected background characteristics. Literate men were over 2.5 times more likely to know about the empanelled health facilities than illiterate men, especially men with eighth standard of education for whom the odds of knowing about RSBY health facilities are more than 3 times that of illiterate Note: Adjusted odds ratios (AORs) (95% CI) in bold are significant (P < .05).
men (OR 3.0, 95% CI 1.7-5.3). However, women with higher-secondary education or above were more likely to know that RSBY services are available at empanelled hospitals than illiterate women (OR 2.4, 95% CI 1.4-4.1); an exception to this were highly educated men, who were less likely to know. Table 6 shows the association of knowledge of access to RSBY empanelled health facilities among women and men of enrolled families with selected background characteristics. The non-Hindu women were significantly more likely to know about access to RSBY empanelled health facilities (OR 1.7, 95% CI 1.0-2.8) than Hindu women. None of the other background characteristics were significantly associated with knowledge about the access to RSBY facilities, for either men or women.
| DISCUSSION
This study explored the use and awareness of RSBY for FP/RH services among BPL families living in slums of 3 metropolitan cities of UP and found low levels of both. This is additional evidence of the need for demand-side intervention among BPL families, including those already enrolled in RSBY, to enhance the government's efforts to expand access to health services, including FP/RH services, to these families.
The use of FP/RH services in RSBY empanelled hospitals was very low (2% or less for any service). Other studies, conducted in India, have also shown low utilization rates of RSBY for health services by enrolled families: In ; and in Maharashtra, it was 6%. 9 None of these studies reported on use of FP/RH services, so we could not compare the utilization rate of these services in other Indian states.
This study showed that poor families were accessing services from the private sector, but from nonempanelled health facilities rather than RSBY empanelled facilities: About 20% of the families in this study had used a private facility for FP and delivery services, and an even higher proportion had gone to a private facility for pregnancy and delivery-related care (about 50%) and for postabortion complications (about 70%). Because all the respondents in this study belonged to families enrolled in RSBY, they could avail those services at subsidized rates, but they did not. As the study revealed, this was because the awareness about the availability of FP/RH services under RSBY was low:
Only about 30% of the respondents knew that RSBY could be used to avail any of FP/RH services, and most of the enrolled families did not know which private health facilities provide services under RSBY. These findings indicate the need for demand side intervention among enrolled families to maximize the Government's efforts in increasing access and providing freedom of choice between public and private hospitals to the participating families, enrolled through RSBY.
As with use, previous studies have examined awareness about RSBY and its services among members of enrolled families, although none have looked at FP/RH services. These studies, from across India, also found low level of available under RSBY. 7, 18 These studies recommended, and our results provide further support for, demand generation interventions to increase the awareness among RSBY card holders, especially during enrolment camps by the insurance companies, so that they can utilize the services better. Other researchers also recommended demand side intervention to increase awareness about RSBY to improve the utilization. [5] [6] [7] 9 To inform the design of targeted interventions, this study examined which characteristics of men and women from RSBY enrolled families were associated with low awareness and knowledge of the availability and access of FP/RH services through RSBY. Based on these findings, we suggest several methods that could be pursued to raise awareness of RSBY among BPL families:
a. Most respondents who lacked awareness about the scheme and FP/RH services also had a low level of education. Therefore, insurance company representatives could conduct group meetings for RSBY enrolled families to explain the process of using RSBY and provide easily understandable written instructions, with visuals that explain the process.
b. Families below the poverty line go to ration shops to access lower cost groceries supplied by the government.
The ration shop owners could be used to provide information in several ways: providing information on RSBY to ration shop employees, clearly displaying visual media related to RSBY in the shops, and perhaps even using these locations for enrollment campaigns.
c. Government health workers, such as Anganwadi workers or those who work for nongovernment organizations, who visit BPL families at home, could serve as additional sources of information about the scheme. They can be given information to provide when they visit families about RSBY and its benefits including coverage of FP/RH services under RSBY. Health workers could also inform and remind enrollees about the toll-free number (RSBY helpline) available for complaints about the RSBY card, if they have any. Because this would be an additional task for these workers, wage compensation or other remuneration for the increased workload, possibly through the insurance company, could be established to for the successful enrollment of new families.
d. Text and voice messages to mobile phones can be used to increase awareness among BPL families about RSBY and upcoming insurance company enrollment camps. Data show that more than 50% of women and almost 85% of men have access to a personal mobile phone.
e. Existing programs that work to increase health knowledge among target groups that include BPL families could be approached to include messages about RSBY in their programming. They could also assist in the development of informational materials that are appropriate for both literate and illiterate audiences, to expand the reach of informational posters and brochures.
f. Empaneled hospitals can offer space for insurance company representatives to have an information/enrollment desk, so those coming in for services can easily learn about the program and enroll during their visits. Also, if empaneled private hospitals conduct health camps or outreach work, they can include messages on RSBY in these existing activities to raise awareness among BPL families about the program and the process for enrollment.
g. Information boards in delivery wards and recovery areas describing the FP/RH services offered under RSBY offer an opportunity to raise awareness of and increase use of other RH services, including FP.
This study describes the characteristics of those BPL families who enrolled in RSBY and their levels of knowledge and understanding of RSBY, particularly as it relates to accessing FP/RH services. The study findings also improve understanding of the barriers that BPL families face related to RSBY and suggest a need for demand side interventions that not only improve knowledge among these families but also facilitate utilization of FP/RH services through RSBY for the poor. While the findings specifically inform implementation of this government-run insurance scheme in India, they are also relevant to other countries and settings that are instituting health financing schemes to achieve goals of universal health coverage.
